
 

Medical History 

Current Medications/Supplements 

 Patient Name: ______________________    Date Completed: ____/____/____ 

List any known allergies you have had to any medications: 

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

List all medical conditions, current and past: Is this currently being medically treated? Date diagnosed: 

1.   

2.   

3.   

4.   

5.   

6   

7   

8.   

9.   

10.   

Please keep us updated of any changes by reprinting and submitting this form.  

Medication or Supplement name: Dosage: Frequency: Date you started: 

1.    

2.    

3.    

4.    

5.    

6    

7    

8.    

9.    

10.    


